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Abstract
Purpose Cervical cancer is the fourth most common cancer in women worldwide. A successful screening concept for cervical 
cancer reduces the incidence and mortality of cervical cancer. Quality indicators (QIs) derived from the screening guidelines 
for cervical cancer and used by the certified dysplasia units and dysplasia consultancies are evaluated in this paper. The aim 
of this paper is to present the current data from the annual reports of these units and consultancies.
Methods The results of the basic data and indicators for the audit year 2022 in the gynaecological dysplasia consultancies 
and units are presented. In 2022, 84 dysplasia consultancies and 42 units were audited. 40 units and 84 consultancies are 
included in the annual report. QI outcomes for patients treated in certified dysplasia units and dysplasia consultancies are 
analysed. Median, overall proportion, and standard deviation were calculated for each QI.
Results The indicator year 2021 was analysed, which was audited in 2022 and evaluated in 2023. A total of nine QIs were 
analysed. Most target goals were met by the 84 certified dysplasia consultancies and by the 40 dysplasia units. The QIs evalu-
ated are implemented to a very high degree. The targets for the three QIs were achieved by both the dysplasia consultancies 
and the units in at least 95% of the certified centres (QI 1: 100%, QI 2: 95%, QI 3: 100%; QI 1: 100%, QI 2: 97%, QI 3: 100%, 
respectively). The presentation of patients to the tumour board by the consultancies/units is working; the units are attend-
ing the tumour board more regularly than in previous years. Where the target was not met, the auditors issued deviations or 
reduced the duration of the certificate. The cases are discussed intensively in the sense of an individual case analysis and 
with the determination of measures on-site.
Conclusions The targets for the various indicators were largely met by the dysplasia consultancies and units in the 2022 audit 
year. The certification of gynaecological dysplasia consultancies/units which have to cooperate with certified gynaecological 
cancer centres, has for the first time ensured the continuity of healthcare from prevention and early diagnosis to treatment 
of gynaecological cancers.
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What does this study add to the clinical work 

With the certification of gynaecological dysplasia 
consultancies /units, the continuum of healthcare 
from prevention to treatment of gynaecological 
cancers in certified gynaecological cancer centres 
was ensured for the first time. The monitoring of 
defined quality indicators is intended to ensure that 
the quality of care in the dysplasia consultancies 
and units is guaranteed. QIs can be used to establish 
guideline-compliant treatment and motivate prac-
titioners to review their treatment outcomes. The 
results of the QI reports are reported to the medical 
guideline development groups and provide infor-
mation on whether and how the recommendations 
made are implemented in everyday clinical practice. 
They thus provide a stimulus for the further devel-
opment of the corresponding guideline.

Introduction

Cervical cancer is the fourth most common cancer in women 
worldwide [1]. In 2020, approximately 4.640 women in 
Germany developed cervical cancer [2]. In 1971 a national 
screening program for cervical cancer by cytological exam-
ination was introduced. Since then, the incidence rate of 
cervical cancer has declined sharply over decades [3, 4]. 
Established screening has kept the incidence and mortality 
of cervical cancer low for the past 15 years [5, 6]. However, 
organized screening is needed to further reduce the inci-
dence and mortality of cervical cancer. In 2018, the Federal 
Joint Committee (Gemeinsamer Bundesausschuss—G-BA) 
was mandated to establish an organized national screening 
program in Germany, which includes an organized invitation 
procedure and an evaluation of the screening program. The 
pre-existing, non-organized annual screening by cytological 
smear continues for women aged 20–34 years. For women 
over 34 years of age, a combined cytological smear and HPV 
test is offered every three years [7].

In Germany, the German Guideline Programme in Oncol-
ogy (GGPO) develops evidence- and consensus-based 
screening and treatment guidelines are developed for all 
tumour entities. In this program, the derivation of quality 
indicators from strong recommendations of the guideline is 
a mandatory component. These Quality Indicators (QIs) are 
used in the certified consultancies, units and centres of the 
German Cancer Society. The interaction between the devel-
opment of guidelines and quality indicators and their use 
and evaluation in the certified care structures is described as 

the Oncology Quality Cycle and is a result of the National 
Cancer Plan in Germany.

In Germany, there is an "Oncology Quality Cycle" for 
quality assurance and effective implementation of guide-
line recommendations in everyday oncological screening, 
diagnosis and care, including the use of derived QIs. These 
are derived from the recommendations of the S3 guidelines 
of the Oncology German Guideline Program [8]. The qual-
ity assurance and improvement process for certified cancer 
centres, units and consultancies arise from compliance with 
guideline recommendations, which is captured by the imple-
mentation rate of QIs. Compliance with these and other 
guideline recommendations is monitored and evaluated by 
the certification system of the German Cancer Society [9].

The German Cancer Aid (Deutsche Krebshilfe–DKG) 
has developed and introduced a system for the certification 
of oncology centres, organ cancer centres and screening 
consultancies/units. The requirements for certification are 
developed and continuously refined in certification com-
missions. The Certification Commission for Gynaecological 
Cancers consists of experts in gynaecological oncology who 
define the requirements and quality indicators for certifica-
tion based on evidence-based guideline. These QIs are used 
together with the guideline QIs (see above) in the certifica-
tion process [10].

Similar certification systems also exist in the rest of 
Europe and in the United States of America.

In Europe, the European Federation for Colposcopy 
(EFC) has a Quality and Standards Group that oversees the 
development and updating of quality indicators and other 
aspects of quality assurance for colposcopy in Europe. The 
main task of this group is to review the relevance and fea-
sibility of current quality indicators. This will be achieved 
in collaboration with the national colposcopy societies and 
their representatives. In addition, other aspects of qual-
ity within a colposcopy service will be identified. Where 
appropriate, this will be done in collaboration with other 
organizations such as IFCPC, ESGO, EBCOG, ECCA 
and the European Commission [11]. Although there is no 
national certification program for colposcopy in the United 
States, the American Society for Colposcopy and Cervical 
Pathology (ASCCP) strongly recommends completion of 
the Colposcopy Mentorship Program (CMP) as a minimum 
requirement for training a colposcopist. The CMP is divided 
into three levels, all of which must be completed in order to 
be certified [12].

The main goal of the certification system is to continu-
ously improve the prevention, early detection, diagnosis 
and treatment of cervical cancer. The certification system 
is being implemented for all tumor entities. This article pre-
sents and analyses the results of cervical dysplasia units and 
consultancies. The QI results of the gynaecological cancer 
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centres for patients with cervical cancer are described by 
Stuebs et al. [13].

At the end of 2022, there were 42 certified gynecologic 
dysplasia units and 285 certified gynecologic dysplasia 
consultancies. 40 of the 42 units are included in the annual 
report of the dysplasia units. As dysplasia consultations are 
only required to be re-certify every three years, only 84 con-
sultations were audited in 2022.

Methods

Included certified dysplasia units and consultancies

Prerequisite for participation in a certification process is the 
cooperation of the respective dysplasia unit and consultancy 
with a DKG-certified Gynaecological Cancer Centre.

There are differences between dysplasia units and dys-
plasia consultancies. This is not least due to the number of 
documented colposcopies and histologies to be examined. 
While dysplasia units must have a minimum number of exci-
sions, dysplasia consultancies are free to perform excisions.

The certification system for dysplasia consultancy is 
person-based, whereas the certification system for dyspla-
sia units is person- and facility-based. Dysplasia consultan-
cies only have to provide evidence for three of the nine QIs. 
Dysplasia units, however, must provide fulfilment of all nine 
QIs. From 2024, dysplasia consultancies must also state QI 
4–9 if they carry out excisions.

Certification requirements and audit process

An overview of the certification program for gynaecological 
dysplasia consultancies and units was presented by Quaas 
et al. [13].

Certification is based on a catalogue of requirements, 
which summarizes the minimum quantitative and qualita-
tive requirements that must be met to be certified. In addi-
tion, a datasheet contains QIs that are either derived from 
the S3 guideline or defined by the certification commission 
for gynaecological cancers. The minimum requirements 
for each designated physician in the dysplasia unit are at 
least 100 cases with abnormal colposcopic findings and at 
least 50 cases with histological confirmation. For the entire 
unit, the minimum requirements are at least 300 cases with 
abnormal colposcopic findings, at least 150 cases with his-
tological confirmation and at least 100 excisions. The mini-
mum requirements for the dysplasia consultancy are at least 
100 cases with abnormal colposcopic findings and at least 
30 cases with histological confirmation. No excisions are 
required. Dysplasia units are audited annually on-site, while 
the dysplasia consultancies are audited every three years 

in a paper-based rather than on-site certification process. 
OnkoZert, the independent certification institute of the DKG 
organizes the auditing process on behalf of the DKG. The 
audits are carried out by trained gynaecological-oncological 
medical doctors.

Data collection

For certification each dysplasia unit and dysplasia consul-
tancy must, among other criteria, document compliance 
with the QI. The results of the QI must be reported annually 
by the dysplasia units and every three years by the dyspla-
sia consultancies to the independent certification institute 
OnkoZert. The data sheets of the individual facilities are 
analysed and checked for plausibility. Target values or plau-
sibility limits are defined for the individual indicators. Certi-
fied units/consultancies must provide a justification if their 
results deviate from these target values limits.

Auditors review the reported data and justifications and 
inspect patient records to verify the data. The verified data 
are published in the benchmarking reports.

The data presented here are based on patient data from 
2021. These were reviewed in the audits in 2022 and are 
summarized in the 2023 annual report.

Data analyses

A descriptive analysis of case distribution, patient num-
bers, and indicator definitions was performed. QI outcomes 
for patients treated in 2021 were analysed. For each QI, 
the median and the total proportion of units/consultancies 
achieving the target value of the QI were calculated. Data 
were presented in tables. The results, nominator, denomi-
nator, units/consultancies achieved and target value were 
presented here.

Statistics were performed using Data WhiteBox. This 
data analysis tool was specially developed by OnkoZert. 
A p-value ≤ 0.05 is considered significant. No independ-
ent evaluation of the QI for dysplasia consultancies was 
performed for the treatment years 2018 and 2019, so these 
analyses are missing.

Results

At the end of 2022, there were 42 certified gynaecologi-
cal dysplasia units and 285 certified gynaecological dys-
plasia consultancies. 40 of the 42 facilities are included 
in the annual report of the dysplasia units. Four dysplasia 
units were certified for the first time in the 2022 audit year 
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(including one certificate with a reduced validity period); 
17 units were successfully recertified (Two certificates with 
a reduced validity period). In 2022, 84 dysplasia consultan-
cies were audited (person-related, reduced requirements, 
document evaluation/case review every 3 years). All nine 
QIs were included in the datasheet for dysplasia units and 
consultancies in the treatment year 2021. However, dysplasia 
consultancies only have to fulfil the first three QIs, whereas 
dysplasia units have to fulfil all nine QIs. The following nine 
QIs were included in the datasheet for the certified units/con-
sultancies "Presentation at tumour board" [QI 1], "Partici-
pation in interdisciplinary tumour board/centre event" [QI 
2], "Documentation (at least one sketch) of the visibility of 
the squamous cylindrical epithelial border" [QI 3], "Perfor-
mance of expert colposcopy" [QI 4] and "Abnormal find-
ings of excision" [Q 5], " Details pathology report" [QI 6], 
"Proportion of R0 resection for CIN III" [QI 7], "Follow-up 
care after excision" [Q 8] and "Proportion of cold knife coni-
zation of excisions" [QI 9]. No independent evaluation of 
the QI for dysplasia consultancies was prepared for the treat-
ment years 2018 and 2019, so these analyses are missing.

The Definition of nominator and denominator are shown 
in Table 1.

Annual report of certified gynaecologic dysplasia 
consultancies [14]

In 2022, 84 dysplasia consultancies were audited. The 
results for the dysplasia consultancies are shown in Table 2.

QI 1: Presentation at tumour board

This QI covers all women with an invasive cancer who are 
presented to the interdisciplinary tumour board of a gynae-
cological cancer centre. The target of ≥ 90% was achieved 
with 73 dysplasia consultancies. 75 consultancies (89.29%) 
had evaluable data (Fig. 1a).

QI 2: Participation in interdisciplinary tumour board/ 
gynaecological cancer centre event

For the indicator of “participation in interdisciplinary 
tumour board /meeting of the centre”, the target was ≥ 4 
participations per year. The median number of tumour 
boards or cancer centre events attended by the consultan-
cies was five (range 2–105). The target was to attend at 

Table 1  Definition of numerator and denominator of QIs

QIs

1. Presentation at tumour board Numerator: no. of patients presented at the tumour conference
Denominator: no. of patients with an invasive cancer

2. Participation in interdisciplinary tumour board/centre 
event

Participation in tumour board of the gynaecological cancer centre

3. Documentation (at least one sketch) of the visibility of the 
squamous cylindrical epithelial border

Numerator: no. of patients in which the squamous epithelial-cytoplasmic border 
was documented (at least sketch)

Denominator: no. of patients with colposcopy of the cervix uteri
4. Performance of expert colposcopy Numerator: no of. patients for whom a expert colposcopy was performed preop-

eratively in the dysplasia unit
Denominator: no. of patients who have undergone an excision of the cervix uteri

5. Abnormal findings of excision Numerator: no. of patients with leading histology ≥ CIN 2
Denominator: Patients who have undergone an excision of the cervix uteri

6. Details pathology report Numerator: no. of patients with complete, written histologic assessment of the 
excision (= type and size for all lesions (not metric), vertical and horizontal 
extension for invasive lesions, resection margins, distance of lesion to endocer-
vical resection margin in mm)

Denominator: Patients who have undergone excision of the cervix uteri, vulva, 
vagina

7. Proportion of R0 resection for CIN III Numerator: no. of patients with R0 resection
Denominator: no. of patient with excision and histologic findings CIN III

8. Follow-up care after excision Numerator: no. of patients with recommendation for follow-up once 6–12 months 
after excision

Denominator: no. of patients who have undergone an excision of the cervix uteri
9. Proportion of cold knife conization of excisions Numerator: no. of patients with knife conization

Denominator: Patients who have undergone excision of the cervix uteri
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least four tumour boards or centre events. 80 consultancies 
(95.24%) met the target (Fig. 1b).

QI 3: Documentation (at least one sketch) of the visibility 
of the squamous cylindrical epithelial border

Since 2017, the proportion of documentation of visibility 
of the squamous cylindrical epithelial border has remained 
stable at a very high level (2017–2021: median 100%). In 
2021, the target of ≥ 85% was achieved by all dysplasia 
consultancies (Fig. 1c).

QIs four to nine are reported voluntarily by the dys-
plasia consultancies. Therefore, the following QIs are not 
reported by all 84 consultancies.

QI 4: Performance of expert colposcopy

The performance indicator for expert colposcopy is a 
guideline-based quality indicator. Only 39 dysplasia 
consultancies (46.43% of 84 consultancies) provided 
evaluable data. 37 (94.87%) consultancies met the target 
of ≥ 95%.

QI 5: Abnormal findings (> = CIN 2) of excision

38 (45.24%) dysplasia consultancies provided data on the 
abnormal findings at excision metric. Of these, 31 (81.58%) 
were able to meet the target of ≥ 85%. The median remained 
largely stable from 92.31% in 2020 to 91.07% in 2021.

QI 6: Details pathology report

Data were submitted by 46.43% of dysplasia consultancies. 
97.44% met the target of ≥ 95%. The proportion of women 
with a complete pathology report has remained stable at a 
very high level (median 100% in 2020 and 2021).

QI 7: Proportion of R0 resection for CIN III

Another indicator is the proportion of R0 resections in CIN 
III. 38 consultancies submitted their data and 33 (86,84%) 
were able to meet the target of ≥ 80%. The median remained 
stable at 86,50% in 2020 and 86,32% in 2021.

QI 8: Follow‑up care after excision

Follow-up data for patients 6–12 months after excision were 
provided by 38 consultancies. 97.37% achieved the target 
of ≥ 90%. A median of 100% was achieved in 2020 and 2021.

QI 9: Proportion of cold knife conization of excisions

The guideline-based indicator "Proportion of cold knife 
conization in excisions" can also be reported voluntarily 
by dysplasia consultancies. Thirty-nine consultancies did 
so, and all met the target of ≤ 10%. No cold knife conisa-
tions were performed by dysplasia consultancies in any of 
the years (2017, 2020, 2021).

Annual report of certified gynaecologic dysplasia 
units [15]

The annual report includes 40 of the 42 certified dyspla-
sia units. Excluded are two dysplasia units that have sus-
pended their certification in 2022 due to failure to meet 
qualitative and quantitative requirements. The QI data 
of the dysplasia units from 2017 to 2021 are shown in 
Table 3.

QI 1: Presentation at tumour board

Since 2017, the proportion of cases of invasive cervical 
cancer presented to the tumour board of the gynaecologoi-
cal cancer centre has remained stable at a very high level 
(2017–2020: median 100%). In 2020, all units reached the 
target of 90% or more. All dysplasia units met the target 
of ≥ 90%.

QI 2: Participation in interdisciplinary tumour board

The target of ≥ 8 participations in interdisciplinary tumour 
board per year was achieved by 97.50% of the dysplasia 
units. All units provided data. After a slight decrease 
in the first Covid year, the frequency of participation in 
the tumour board of the Gynaecological Cancer Centre 
increased again in 2021 (Fig. 2).

QI3: Documentation (at least one sketch) of the visibility 
of the squamous cylindrical epithelial border

The target of ≥ 85% was met by all 40 units. The median 
and minimal values remained stable at a high level 
(99,08% in 2017 to 98,62% in 2021 and 88,84% in 2017 
to 88,70% in 2021, respectively).

QI 4: Performance of expert colposcopy

All units provided data on the guideline-based metric for 
performing expert colposcopy. The target of ≥ 95% was 
achieved by all dysplasia units. Expert colposcopy was 
performed preoperatively in almost all patients undergoing 
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excision (8812 of 8859 patients). The median was stable 
over the years (100% in 2017 to 2021).

QI 5: Abnormal findings of excision

Excision of abnormal findings equal to or greater than CIN 
2 is a mandatory indicator for dysplasia units compared to 
dysplasia consultancies. All 40 dysplasia units provided 
their data but only 80% of them were able to meet the target 
of ≥ 85%. In 8 units, the target of at least 85% >  = CIN II 
lesions after excision was just missed (Fig. 3).

QI 6: Details pathology report

The sixth metric, completeness of the report, was met in all 
dysplasia units. 39 out of 40 units achieved the target ≥ 95%. 
Complete findings reports were found in almost all patients 
with excision (1,0075 of 1,0137 patients) (Fig. 4).

QI 7: Proportion of R0 resection for CIN III

The target of ≥ 80% for the ratio of R0 resection rate for CIN 
III was achieved by 87.50% of dysplasia units. 5 dysplasia units 
did not meet the target of at least 80% R0 resection for CIN III.

QI 8: Follow‑up care after excision

All dysplasia units met the target for the metric of follow-
up after excision. 8,773 out of 8,859 patients with exci-
sion received a recommendation for a single follow-up at 

6–12 months. The median remained at a high level of 100% 
from the year 2017 to 2021.

QI 9: Proportion of cold knife conization of excisions

There is a target of ≤ 10% for the ratio of knife conization to 
excisions. All units met this target.

Only 3 of the 8859 patients who underwent knife conization. 
All dysplasia units therefore remain below the target of 10%.

Comparison of dysplasia consultation and unit data

As dysplasia consultancies are only audited every three 
years, comparisons between years are difficult. Data could 
be compared every three years. However, it is important to 
note that not all consultancies are recertified and that new 
consultancies are certified. Furthermore, only the first three 
indicators can be used for comparison, as dysplasia consul-
tancies are not required to report indicators four to nine. The 
data are shown in Table 2.

The annual audit makes it possible to compare data from 
dysplasia units over the years. The number of certified dys-
plasia units increased steadily from 2017 to 2021 from 30 to 
40. Likewise, the number of patients with dysplasia treated 
in dysplasia units increased from 5806 to 8859 (Table 2). 
Not all units could be certified in 2019 and 2021. Excluded 
are dysplasia units that had their certification suspended in 
those years because they did not meet the qualitative and 
quantitative requirements.

Fig. 1  QIs 1 to 3—a Presentation at tumour board, b Participation in interdisciplinary tumour board/centre event, c Documentation (at least one 
sketch) of the visibility of the squamous cylindrical epithelial border
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Over the years, the fulfilment of QI targets have remained 
largely constant. We have seen an increase in the target 
achievement for the first indicator, tumour board presenta-
tion and the eighth indicator of follow-up after excision. In 
contrast, there has been a deterioration in the performance 
of indicators two, six and seven (participation in interdis-
ciplinary tumour board, information on report of findings, 
proportion of R0 resection in CIN III).

Discussion

To the best of our knowledge, this is the first paper to provide 
an overview of the implementation status and development of 
QI in certified dysplasia units and consultancies. This paper 

provides a differentiated overview of the statistics of the QIs 
of the dysplasia units and consultancies. QIs are an important 
tool for quality management. The aim of their use is the con-
tinuous improvement of care. The presented selection of QIs 
was developed according to the methodology of the German 
Guideline Program in Oncology (GGPO) and the Certification 
Commission of the German Cancer Society [16]. Our findings 
demonstrate that the evaluated QIs are implemented to a very 
high degree. The quality of care is highlighted. The results of 
the dysplasia units and consultancies are presented over time 
(2017 to 2021). This analysis shows the quality of care and thus 
the whole cervical cancer screening program. By certifying and 
reviewing the metrics of gynaecological dysplasia consultancies 
and units, the cohesiveness of health care from prevention and 
early diagnosis to treatment in gynaecological cancers centres 

Fig. 2  QI of participation in interdisciplinary tumour board

Fig. 3  QI of abnormal findings Excision
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could be assured for the first time. The monitoring of quality 
indicators ensures an expertise in cervical screening in the units 
and consultancies. Since the introduction of the QIs were intro-
duced as part of the certification of units and consultancies, 
they have been successfully met and as our data show, main-
tained over time. This is guaranteed, for example, by standard 
operating procedures and instructions. If an unjustifiable non-
fulfilment of a QI is repeated, a “deviation” will be assigned 
as part of the audit. If the QI is ultimately not met, a certificate 
cannot be issued, or the dysplasia unit or consultancy can be 
withdrawn. This has happened twice. This obviously excludes 
the non-mandatory QIs 4–9 for the dysplasia consultancies. 
Nevertheless, when evaluating and auditing QIs, care should 
be taken to ensure that failure to meet the target value of a QI 
does not necessarily indicate inadequate provider performance. 
It should be noted that situations in routine care can be very 
complex, making it impossible to draw conclusions from QIs 
without further background information [17, 18]. The frequency 
of dysplasia unit attendance at the Gynaecologic Cancer Centre 
tumour board (QI 2) decreased slightly in the first year of Covid. 
In 2021, however, attendance is increasing again. The trend in 
dysplasia unit attendance at tumour board continues to increase, 
suggesting improved collaboration that is integrated into routine 
practice. One unit did not participate in the tumour board, citing 
a Covid-related ban on participation in external tumour board. 
At the same time, it is described that telephone arrangements 
were made with the management of the Gynaecologic Cancer 
Centre. Regarding QI 5 “Abnormal findings excision”, the target 
of at least 85% >  = CIN II lesions after excision of eight dyspla-
sia units was missed by eight units. The auditors discussed the 
cases in detail with the units. Two main explanations are given 
as justifications. Firstly, conspicuous findings had already been 
completely removed by biopsy, and secondly, patients with CIN 
I who had completed family planning and had a higher need for 

safety, or their referring physician, wanted an excision. In addi-
tion, the units reported that CIN II + cases were found at follow-
up examinations by the pathology department, so that an SOP 
had been developed for mandatory follow-up in the case of nega-
tive postoperative histology. Five dysplasia units did not meet 
the target of at least 80% R0 resections for CIN III (QI 7). The 
auditors or the “Certificate Award” Committee issue deviations 
or reduce the duration of the certificate. The cases are discussed 
intensively in the sense of an individual case analysis and with 
the determination of measures on-site. Considering the need for 
gentle resection in young patients, the following measures have 
been agreed upon. These include destructive post-treatment of 
the ectocervical margins using colposcope during surgery, train-
ing of the surgeons, definition of smaller surgical teams, more 
generous excision in patients with completed family planning. 
However, the results of QI in the certification process can be 
used to identify areas for improvement. Dysplasia units or con-
sultancies that do not meet the targets have the opportunity to 
justify and discuss the deviation during the audits. This ensures 
that adequate actions are agreed upon between the units and the 
auditors to improve QI results [19, 20]. In the following year, 
these discussed measures can be reviewed as part of the audit. 
This ensures an effective quality improvement process based on 
the QI guideline in the certified units. Systematic implementa-
tion and evaluation of QI can help to increase knowledge by 
generating data to improve the care and prevention of affected 
women [20].

Conclusion

The incidence of cervical cancer has fallen significantly 
in recent decades. This is mainly due to improved screen-
ing. The targets for the four QIs were achieved by both the 

Fig. 4  QI of the proportion of R0 resection for CIN III
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dysplasia consultancies and the units in at least 95% of the 
certified centres (QI 1: 100%, QI 2: 95%, QI 3: 100%; QI 1: 
100%, QI 2: 97%, QI 3: 100%, respectively). With the cer-
tification of gynaecological dysplasia consultancies /units, 
the continuum of healthcare from prevention to treatment 
of gynaecological cancers in certified gynaecological can-
cer centres was ensured for the first time. The monitoring 
of defined quality indicators is intended to ensure that the 
quality of care in the dysplasia consultancies and units is 
guaranteed. QIs can be used to establish guideline-compliant 
treatment and motivate practitioners to review their treat-
ment outcomes. The results of the QI reports are reported 
to the medical guideline development groups and provide 
information on whether and how the recommendations made 
are implemented in everyday clinical practice. They thus 
provide a stimulus for the further development of the cor-
responding guideline.
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